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ABSTRACT 
 
Background: The existence of HIV related stigma and discrimination in institutions 
of learning across the world is well-documented in the literature. It is also well known 
that factors such as knowledge about stigma and discrimination, fear of infection, 
social judgment, legal and policy environment act as actionable drivers and 
facilitators of HIV related stigma and discrimination. However, research works 
focusing on how various actionable drivers and facilitators are related to different 
forms of HIV related stigma and discrimination at universities in Nigeria are scanty. 
 
Purpose: The purpose of this study was to explore and describe the individual 
correlates of HIV-related stigma among undergraduate students at a public 
university in Nigeria. 
 
Methods: Quantitative cross-sectional descriptive design was used. Ethical 
clearance was obtained from the Research Ethics Committee of the University of 
South Africa. Permission to access the participants was obtained. The study was 
conducted at Ambrose Alli University which has a population of over 20,000 
students. Informed consent was obtained from the participants. Simple random 
sampling was used to select 404 participants who were handed self-administered 
questionnaire. Collected data was analysed using All Pearson Chi-square test and 
Fishers Exact Test (p<0.05). Validity and reliability were also considered. 
 
Results: A total of 391 questionnaires (97%) were returned and considered for 
analysis. Descriptive summary statistics and cross tabulations were used to analyse 
data.  
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The results showed that a high proportion of undergraduate students still have 
stigmatising behaviours toward people living with HIV. These stigmatising 
behaviours are associated with certain individual characteristics.  
Recommendation: There is an urgent need for political leaders and heads of 
universities to implement policies and programmes that will enhance knowledge 
regarding HIV AND AIDS and thereby reduce stigmatizing attitudes among 
undergraduate students. 
 
KEY WORDS: Facilitators, HIV related stigma, undergraduate university students, 
correlates of HIV related stigma, individual profile. 
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CHAPTER ONE 
ORIENTATION TO THE STUDY 
 
1.1 INTRODUCTION 
 
The first chapter of the study describes the background of the research problem, the 
statement of the research problem, the aim and objectives of the study, the 
significance of the study, the theoretical framework of the study, the definition of key 
concepts, an overview of the research method, and an overview of the structure of 
the dissertation. 
 
1.2 BACKGROUND OF THE RESEARCH PROBLEM 
 
Stigma has been associated with Human Immunodeficiency Virus and Acquired 
Immunodeficiency Syndrome since it emerged in the early 80s (The Centers for 
Disease Control and Prevention 2011:1). HIV and AIDS-related stigma is defined as 
prejudice, discounting, discrediting discriminatory actions directed at people 
perceived to have AIDS or HIV, and at the individuals, groups and communities with 
whom they are associated (Lekas, Siegel and Leider 2011). It is further viewed as 
any negative feeling or actions against people infected with or affected by HIV and 
AIDS (Campbell, Nair, Maimane and Nicholson 2007). Different forms of HIV and 
AIDS related stigma exist: felt, enacted and self-stigma. Felt stigma is intrapersonal 
and results from the perception of and fears of other people’s reaction to the disease. 
It is the stigma experienced by the person with HIVAIDS. Enacted stigma on the other 
hand is interpersonal and results in discrimination. This form of stigma results in 
actions against persons affected with HIV AND AIDS (Block 2009:1-19). Smart 
(2009:124) explains self-stigma as the feelings of self-hatred, shame, blame, etc. It 
is a situation where individuals living with HIV AND AIDS impose feelings of 
difference, inferiority complex, and unworthiness on themselves (Smart 2009:124). 
 
In a study done in Yemen to describe HIV-related knowledge and AIDs stigma 
involving 501 undergraduate students. More than half of the respondents agreed 
people with AIDs should be ashamed of themselves (52%) and 56.5% said they 
would be afraid if one of their relative got HIV/AID.   
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Still in that report, 66.3% were of the opinion that it is shameful to have people living 
with HIV and AIDS in Yemen and 60.3% believed that AIDs is a punishment from God 
for immoral and improper behavior. This study showed that in Yemen HIV was still 
regarded as a moral failure. Therefore, the research report concluded that 
educational campaigns in control of the disease in Yemen should present AIDs as a 
health issue rather than a moral failure. In a Nigerian Study to assess HIV/AIS related 
knowledge, attitudes and social distancing towards people with HIV and AIDS, it was 
discovered that most of the study participants desired moderate to severe distance 
towards PLWHA (Edet,Edet, Sampson,-Akpan & Ndifon 2012). 
 
In most developing countries including Nigeria, the socio-economic consequences of 
HIV and AIDS related stigma are compounded with the impacts of high prevalence of 
HIV and AIDS infections. National interventions for the control and prevention of HIV 
and AIDS including access to Voluntary Counselling and Testing (VCT) and treatment 
are largely hindered by stigmatization of individuals who are known to be HIV positive 
(Roger et al 2012:35). In Ghana, stigma was identified as one of the major barriers in 
the development of effective prevention, treatment and support for people living with 
HIV and AIDS (Ghana AIDS Commission 2011). In a study looking at the Mobile 
Voluntary Testing and Counselling programme (MVCT) in Tanzania, HIV and AIDS 
related stigma was strongly associated with non-participation to the programme 
(Ostermann, Reddy, Shorter, Muiruric, Itemba, Njau, Bartlett, Crump, & Thielman 
2011). Similar results were shown in studies conducted among university students in 
Nigeria and South Africa (Edet, Edet, Sampson-Akpan & Ndifon 2012; Mbatha 2013; 
Mavhandu-Mudzusi & Ganga-Limando 2014). People living with HIV or perceived to 
be HIV positive are often physically abused, rejected by families and friends, 
ostracized from communities, and treated differentially by heath care professionals 
and denied jobs or sacked from work out rightly (Katz, Ryu ,Onuegbu , Psaros , 
Weiser, Bangsberg & Psai 2013 ;UNAIDS 2017). It is argued that HIV and AIDS 
related stigma is influenced by individual and social factors that act as actionable 
drivers or facilitators. Successful intervention aimed at reducing HIV related stigma 
and discrimination at healthcare settings should focus on modifying those drivers or 
facilitators (Stangl, Brady & Fritz 2012).  
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It is within the above context that this study was conducted with the view of 
establishing the prevalence and correlates of HIV and AIDS related stigma among 
undergraduate students at one university in Nigeria.  
 
1.3 STATEMENT OF THE RESEARCH PROBLEM 
 
Evidence confirms the existence of HIV and AIDS related stigma among university 
students in African countries including Nigeria. It is also known that HIV and AIDS 
related stigma impede the efforts to reducing the spread of HIV and other sexually 
transmitted diseases. Interestingly, several factors known to promote stigmatization 
of PLHIV can be managed or acted upon. For university students, the social isolation 
associated with stigma may compromise their academic performances. It is therefore 
important to look at HIV and AIDS related stigma among university students with the 
view of assisting in shaping the efforts to reducing the spread of the disease.  
 
However, studies looking at the relationships between the different facilitators of 
stigma and the prevalence HIV and AIDS related stigma are needed. This study 
attempted to answer the following main question: “What are the correlates of HIV 
related stigma among university students at a public university in Nigeria”? 
 
1.4 PURPOSE AND OBJECTIVES OF THE STUDY 
 
The purpose of this study was to determine the individual correlates of HIV related 
Stigma among undergraduate students at a public university in Nigeria. 
The objectives of this study were:  
(1) to describe the facilitators of HIV related stigma among undergraduate 
students,  
(2) to describe the behaviours of undergraduate students toward people living 
with HIV, and  
(3) to explore the relationships between the facilitators and behaviours toward 
people living with HIV related stigma and certain individual characteristics of 
the participants. 
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1.5 SIGNIFICANCE OF THE STUDY 
 
Understanding the correlates of HIV related stigma among university students is 
significant for the prevention of the spread and social impacts of HIV and for 
improving the academic life of university students. By identifying the individual 
correlates of HIV related stigma among university students, it is hoped that public 
health policy-makers will use the results as baseline information to strengthen HIV 
prevention programmes among university undergraduate students. University 
management may use the results as baseline information to improve HIV policies and 
to design stigma-reducing programmes on campus. This information can also be 
integrated into students’ academic support programmes. 
 
The results of this study contribute to the existing body of knowledge regarding HIV 
related stigma among university students. Finally, researchers can use the results of 
this study as baseline information for large scale studies on HIV related stigma among 
university students in the country.  
 
1.6 DEFINITIONS OF KEY TERMS  
 
Correlates of HIV related stigma refer to the variables of the individual profile of the 
participants that are positively associated with HIV related stigma. 
 
HIV related stigma is a social construct characterised by a deviation from an ideal 
or expectation, contributing to a powerful discrediting social label that reduces the 
way individuals see themselves and are viewed as persons (Lekas et al 2011). In this 
study, HIV related stigma was measured in terms of fear and social judgment towards 
people living with HIV.  
Individual profile in this study refers to the following characteristic of the participants’ 
age, sex, marital status, religion, ethnicity, academic programme and level, and 
exposure to HIV and AIDS awareness programmes.  
 
Undergraduate university students in this study refer to students who have 
enrolled officially in the university for the purposes of studying and learning and were 
at the undergraduate level at the time of data collection.  
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1.7 CONCEPTUAL FRAMEWORK 
Strangl, Brady and Fritz (2012) framework for measuring HIV related stigma was 
used. The framework is based on the assumption that any individual can anticipate, 
experience and/or perpetuate HIV related stigma and discrimination, regardless of 
his or her own HIV status (Strangl, et al 2012). In this framework stigma is divided in 
five key concepts structured in a hierarchical manner starting from actionable drivers 
and facilitators at the bottom, to stigma marking, stigma manifestations, stigma 
outcomes, and stigma impacts at the top of the hierarchy (see Figure 1). It illustrates 
how stigma functions, how it can be measured and where to intervene. It also 
highlights the key groups or environments in which stigma-reductions effort should 
be directed and these are the general population, the family and peers, people living 
with HIV (PLHIV) and their key populations, and institutions and structures. It is 
argued that the actionable drivers and facilitators perpetuate HIV stigma and lead to 
a number of manifestations of HIV stigma and could be changed through 
interventions (Stangl et al 2012). 
 
The framework describes HIV stigma in terms of impact, manifestations, markers, 
actionable drivers and facilitators. While drivers fuel HIV stigma, facilitators can abate 
or perpetuates it depending on how they are applied. Key drivers of stigma can 
reduce or perpetuate stigmatizing attitudes. For instance, formulations of policies by 
institutions and cultural facilitators such as strong enforcement of antidiscrimination 
can reduce stigmatization and discriminatory practices. On the other hand, lack of 
awareness of stigma or its harmful effects and fear of HIV infection by communities 
or individuals respectively can increase stigma (UNAIDS 2010:2). Fear of infection 
and social judgment are widely known to be strong drivers of stigmatization and 
discrimination associated with HIV AND AIDS. People distance themselves from 
those who are affected by HIV AND AIDS fearing that they may contact it and knowing 
the deadly nature of the disease (Edet, Edet, Sampson-Akpan & Ndifon 2012). Those 
who have contacted the disease are also seen to be receiving the punishment for 
immoral life (Badahdah & Sayem,2010). Numerous researches have documented 
fear of infection and social judgment as being at the core of stigmatization of people 
living with HIV AND AIDS.  
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Figure 1: HIV related stigma framework (Source: Strangl, Brady & Fritz 2012) 
 
1.8 OVERVIEW OF THE RESEARCH METHOD 
 
The study was carried out within the quantitative research approach, using analytical 
cross-sectional design. Probability random sampling technique was used to select 
the participants. The researcher used self-administered questionnaires to collect 
data. The researcher adhered to all the ethical principles outlined in the University of 
South Africa Research Policy as well as the universal ethics principles. Details on 
research methods and ethical considerations are outlined in Chapter Three. 
 
1.9 STRUCTURE OF THE REPORT 
The report consists of five chapters, a list of references and appendixes. Chapter 
One provides the context of the study. Chapter Two presents the literature on HIV-
related stigma. Chapter Three provides details regarding the methodology. Chapter 
Four outlines the results of the study. Chapter Five discusses the main findings and 
concludes with the recommendations and limitations of the study.  
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CHAPTER TWO 
LITERATURE REVIEW 
 
2.1 INTRODUCTION  
The second chapter provides a review of the literature related to HIV and AIDS related 
stigma, the global scope of HIV and AIDS related stigma, the types of HIV and AIDS 
related stigma, the contextual manifestation of HIV and AIDS related stigma, the 
policy response to HIV and AIDS related stigma, and a conclusion. 
2.2 HIV AND AIDS RELATED STIGMA. 
All persons with HIV AND AIDS are affected by stigmatization. As such, an 
understanding of stigma phenomenon and its association with HIV and AIDS is of 
great importance in the management and control of the pandemic. Weiss and Rama 
(2006) defined stigma as “a social process or personal experience characterized by 
exclusion, rejection, blame or devaluation that results from experience or reasonable 
anticipation of adverse social judgment about a person or group.” It is a complex 
social phenomenon involving interplay between social and economic factors in the 
environment and psychological issues of affected individuals (Ogden & Nyblade 
2005:7). Broadly speaking, HIV- related stigma refers to unpleasant and dangerous 
attitudes held against people who are affected by HIV AND AIDS, living or associated 
with HIV positive individuals (AIDS Committee of Toronto 2012:2). Stigma can 
manifest in different forms including perceived (also known as felt or anticipated 
stigma), internalized and enacted stigma. Perceived stigma refers to individuals 
affected by HIV AND AIDS having the understanding and conviction about negative 
attitudes associated with the disease and sufferers, and their assumption and 
expectations that they will experience prejudice, discrimination and reduced social 
identity due to their condition (Logie & Gadalla 2009; Earnshaw & Chaudoir 2009, 
Van Brakel 2006). Internalized stigma defines the “degree to which people living with 
HIV endorse negative beliefs and attitudes about themselves” through, for example 
self-blame, feeling unworthy, and others (Earnshaw & Chaudoir 2009). While 
perceived and internalized stigma exist at the level of the human mind and “thinking”, 
enacted stigma is the actual experience of unfair treatment meted out to people who 
are affected by HIV AND AIDS due to their serostatus. 
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HIV and AIDS related stigma is common across different settings. HIV stigma is 
prevalent within families, communities, institutions such as health care facilities, 
places of employment, in the social media, and in government policies; as a result of 
stigma and discrimination, many “PLWHA are subjected to job loss, school expulsion, 
ostracism, violence, lack of care and support, and loss of property (Nyblade & Carr 
2011:2).”  
 
Stigma and discrimination often follow the existing realities of social marginalization 
or social exclusion. Groups with existing marginalization are left behind in the HIV 
response in many nations. They are particularly disproportionally affected by HIV, 
have an increased risk of infection, and yet are the least likely to have access to HIV 
prevention, testing, and treatment services because of widespread stigma and 
discrimination. They include sex workers, men who have sex with men (MSM), 
transgender people, and people who inject drugs, and people in prison (DIFID 
2007:2). It is well known that categories of blame often reflect deep social-class 
biases and that illness is frequently associated with poverty and becomes justification 
for social inequities. HIV and AIDS is frequently associated with the ‘other’, be it the 
other race, the other class, the other ethnic group. Nwanna (2005:5) maintains that 
in Africa, for example, women have been blamed for transmitting HIV.  
 
Research has identified lack of awareness and knowledge about HIV AND AIDS, fear 
of contracting the HIV virus and being linked with immorality as some of the main 
forces driving stigma and discrimination (Nyblade & Carr 2011: 3). Today in some 
communities, there is still lack of knowledge about how HIV and AIDS is transmitted. 
Some still believe it can be transmitted through casual contact. A study by Badahdah 
(2010: 390) suggested that “students who knew less about HIV AND AIDS were more 
likely to stigmatize persons living with HIV AND AIDS than those who knew more. 
There are places where social judgments link people with HIV to behaviors 
considered to be improper or immoral (Saki, Kermanshahi, Mohammadi & Mohraz 
2015)). According to Koku (2010: 4), HIV AND AIDS is associated with promiscuity 
and deviant sexual relations.  
 
The attitudes of individuals regarding those affected by HIV AND AIDS may or may 
not change with socio-demographic factors.   
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Rampal,Rahnama, Lye & Rahman (2011:130), in a study done in a Malaysia 
university to assess the factors that influence the attitude of students towards HI/AIDS 
revealed that the factors of age, gender ethnicity, marital status and educational level 
were not associated with attitude. This finding was also supported by later studies 
done by Edet et al (2012:49) and Lalo, Theodhosi, Kamberi & Xhindoli (2015:68). 
However, some other studies, although conflicting in outcome, showed that 
discriminatory and stigmatizing attitude change with age. While Hossain and Kippax 
(2011:177) and Masoudnia (2015:120) reported that older persons had more 
negative attitudes towards PLWHA, Dahlui, Azahar, Bulgiba, Zaki, Oche, Adekunjo & 
Chinna (2015:7) stated that younger persons tended to be more negative in their 
attitude than older persons. In like manner, some works have shown that gender 
change with attitude in an inconsistent way. Masoudnia (2015:121) reported males 
having less stigmatizing attitude than females, while Dahlui et al (2015:5) found that 
female participants showed more positive attitudes towards HIV positive persons than 
their male counterparts. 
 
The consequences of stigmatization against people living with HIV and AIDS are 
many. HIV positive individuals can be rejected by family, friends, physically abused 
including gender based violence, poorly treated by service providers, and may lose 
employment, educational and housing opportunities (UNAIDS 2010:2). Furthermore, 
HIV and AIDS stigma prevents people from accessing preventive, treatment and 
support services thereby making people not to be aware of their status, discouraging 
disclosure of status to partners, encouraging transmission of infections and 
increasing mortality from HIV. In a qualitative study done in Thailand to explore 
association between HIV –related stigma and HIV prevention uptake (Condom use, 
HIV testing and use of microbicides) among men who have sex with men and 
transgender (TG) women, it was found that respondents reporting higher total HIV 
related Stigma scores were less likely to have been tested for HIV, and were less 
willing to use a rectal microbicide (Logie, Newman, Weaver Roungkraphon & Tepjan 
2016). Adeneye, Brieger, Mafe, Adeneye, Salami, Titiloye, Adewole & Agomo 
(2007:337) reported a willingness to be tested rate of 89% among antenatal clients in 
Nigeria. In a similar study done in Botswana a lower rate of willingness to be tested 
was found compared to the Nigerian research.  
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Pregnant clients who expressed unwillingness to be tested for HIV (67%) cited 
concern for confidentiality of results as reasons for not agreeing to be tested (Nguyen, 
Oosterhoff, Ngoc, Wright & Harden 2008). It is well known that the first step in 
accessing treatment services and care is knowing one’s status. Although the role of 
stigma in discouraging starting of antiretroviral therapy (ART) is not well understood, 
there is strong evidence that stigma and discrimination poses barrier to good 
adherence to ART (UNAIDS 2009:5).In a systematic and meta-synthesis of impact of 
HIV related stigma on ART adherence, among 41 qualitative studies, 24 out of 33 
cross sectional studies (71%) reported a positive finding between HIV stigma and 
ART non-adherence, while 6 out of 7(86%) longitudinal studies stated a null 
finding(Katz, Ryu, Onuegbu, Psaros, Weiser, Bangsberg & Psai 2013) .Other 
researches carried out in the US, UK, Brazil, Botswana and China(Roberts 2005, 
Stirratt et al 2006, Ware et al 2006 & Calin et al 2007) provided additional evidence 
that as stigmatization against people living with HIV AIDS increases or thrives 
adherence to ART wanes. By discouraging people from prevention, information, 
testing and treatment, stigma and discrimination increases vulnerability to infection 
and the likelihood of adopting risky lifestyle and poor disease outcome as a result of 
delayed or inadequate treatment and poor adherence (UNAIDS 2010:2). The 
resultant effect of these negative attitudes towards people with HIV and AIDS is 
increase in the prevalence of the disease, psychosocial dislocations and difficulty in 
controlling the disease. This study sets out to understand the different types of stigma 
associated with HIV and AIDS, and what drives and facilitates them. A deepened 
understanding of these factors is expected to help in the control of the scourge. 
 
2.3 GLOBAL SCOPE OF HIV AND AIDS RELATED STIGMA 
 
In over thirty years of HIV pandemic, HIV and AIDS related stigma remain highly 
prevalent globally. Many researchers have shown that HIV AND AIDS-related stigma 
is evident not only in Nigeria but in diverse settings across the World. The 
stigmatization and discrimination associated with HIV and AIDS is common in Nigeria. 
The 2009 National Policy on HIV and AIDS, a regulatory document for control of HIV 
and AIDS in Nigeria developed by National Agency for the Control of AIDS (NACA 
2017)) states that stigma and discrimination remains common and that “people will 
want persons infected with the virus to be as far as possible”.   
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This position was also supported by findings of The Network of People Living with 
HIV and AIDS in Nigeria (NEPWHAN), a national support group that advocates for 
the rights of people affected by HIV and AIDS. NEPWHAN maintained in their 2011 
People Living with HIV Stigma Index that “HIV stigma was prevalent and ongoing part 
of Nigerian life”. Many research evidences have revealed that HIV AND AIDS related 
stigma is not uncommon in Nigeria. An analytical cross sectional study carried out in 
the Northern part of Nigeria to describe HIV AND AIDS related stigma among health 
care providers found out that majority of the workers (97.1%) believed that confirmed 
cases of AIDs should be treated in isolation wards (Amoran 2011:230).This situation 
exists in spite of studies that have documented high level of HIV AND AIDS 
awareness among health care workers (Umeh ,2008:233;Umar,Oche & Adeoso 
2012:223).The research also revealed that 3.1% of study subjects supported 
mandatory HIV test for all health care providers. One recent qualitative descriptive 
cross sectional study found a high level of perceived stigma among PLWHAS living 
in Lagos, Nigeria. In the study, one of the focused group discussants said: “The 
society believed that we are promiscuous and unnecessarily sexually active. They 
said we cannot hold our body long, and that we are suffering for a sin that people 
believe that we have committed against God. “Another respondent put the negative 
attitude of society against HIV positive individuals this way: “It has not been easy at 
all. People discriminate against us every day for an offence we did not commit. My 
snail had no choice but to withdraw into my shell” (Olalekan 2014:192-193).  Nwanna 
(2005:1) reported a very revealing finding about the level of HIV AND AIDS stigma in 
the work place in Nigeria. Out of 150 purposive and accidental sample used 80 had 
worked. Of these 80 persons, 16% were rejected, 36% restricted from sharing toilets 
and 13% restricted from using canteens and sports facilities. Other findings from the 
research were as follows: 48% lost their jobs; 16% were threatened with dismissal; 
the job duties of 26% were changed; 40% were excluded from insurance schemes; 
5% were made to undergo mandatory HIV testing. These studies confirm that PLWHA 
are very much stigmatized and discriminated against within the Nigerian society. 
 
HIV AND AIDS is commonly known to have a global spread. In the same manner, the 
stigmatization of PLWHA affects all parts of the World. A qualitative Brazilian study 
involving 34 subjects aimed at analyzing the difficulty related to treatment adherence 
to highly active anti-retroviral therapy(HAART) by patients living with HIV and AIDS, 
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all the respondents reported having difficulty concerning the stigma of living with HIV 
and AIDS. In a similar study done in Vietnam almost all the women respondents had 
experience of stigma.  A study done in Kenya involving many households concluded 
that a third of HIV positive study subjects had experienced enacted stigma (Odindo 
& Nwanthi 2008). A research in China, however showed that just above 25% of the 
study sample had experienced enacted stigma (Li, Wang, Williams & He 2009). 
Bogart, Cowgill, Kennedy, Ryan, Murphy, Elijah & Schuster (2008) reported that 8 out 
of US 10 families reported discrimination in contrast to another study in the US 
(Wingood, Diclemente, Mikhail, McCree, Davies, Hardin, Peterson, Hook &Saag 
2007)  involving women which put prevalence of enacted stigma at 17%. Comparison 
of prevalence data of HIV and AIDS related stigma is made difficult by varied stigma 
measuring tools and the difference in time in which the studies were carried out. 
 
2.4 TYPES OF HIV AND AIDS RELATED STIGMA 
 
2.4.1 Experienced Stigma 
 
Experienced stigma refers to discriminatory actions directed against persons due to 
particular attributes. It is manifested in various forms and in different settings and has 
been researched extensively in educational institutions, health care centres, religious 
places, work places and in family settings (Nwanna 2005, Varas-Diaz et al 2005, 
Family Health International 2008, Greeff, Makoae, Phetlhu, Uys, Naidoo, Kohi, 
Dlamini, Chirwa & Holzemer 2008, Nyblade & Carr 2011).  Study participants in these 
studies, reported social isolation by family and friends, exclusion from health care 
services, insults and taunts, ostracization and denied opportunities.PLWHA may 
actually be meted with clear-cut physical violence. Green, Derlega, Yep & Petronio 
(2003) reported that stud y subjects were either aware of instances in which people 
were physically abused when it was public knowledge that they had HIV/AIDS or 
feared/had experienced this violence themselves. 
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2.4.2 Perceived and Anticipated Stigma. 
 
Perceived stigma also known as anticipated or felt stigma is the product of the 
internalization of shame, blame, hopelessness, guilt and fear of discrimination 
associated with being HIV-positive (USAID 2006: 1). Numerous studies focusing on 
internalized stigma found that it is mainly defined by fear, shame, guilt, and denial, 
loss of hope, loneliness, self-isolation and depression. (Hong, Anh & Ogden 2004, 
Koku 2010). USAID (2006: 2) claimed that “the process of internalizing stigma is 
complex, and any person diagnosed as HIV-positive experiences some form of it”. 
Felt stigma has been described as the fear of being discriminated against as a result 
of one’s status (USAID 2006). Yebei et al (2008) observed that individuals suffer from 
felt stigma when they internalize negative perceptions that society holds about them. 
Being aware of these attitudes, they hold them to be true and anticipate discrimination 
in schools, health facilities and other institution. Holding these spurious markings 
about them means they have accepted exclusion toga thrown at them and belief that 
they are inferior to others in the society or community who are not HIV positive. These 
study seeks to study the forces that drives stigma in the first place that ends up in 
internalization. 
 
2.4.3 Courtesy Stigma 
 
Ojieabu Eze, Fashola, Bello & Arute (2014:92) stated that “courtesy stigma is 
stereotypes, prejudice, and discrimination meted against persons because of their 
association with marked groups. Therefore, specifically speaking this is a type of 
stigma attached to people due to their relationship with HIV-positive individuals. For 
example, as seen in stigmatization of family members of a person identified as having 
HIV AND AIDS, or stigmatization of health care workers who take care of people living 
with HIV AND AIDS (PLWHA). According to USAID (2006: 4) this type of stigma also 
referred to as secondary stigma affects “partners, family members, friends, 
professionals, and volunteers associated with affected groups”. Courtesy stigma is 
not only important in the sense that it propagates HIV and AIDS disease, it further 
isolates PLWHA from their family members, work colleagues, and health care 
providers.  
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These group of people that could provide social support and financial support for fear 
of being associated with HIV and AIDS disease distance themselves from people who 
are afflicted by the scourge. The PLWHA, who are now found at the receiving end 
becomes more depressed, isolated from society and may die quickly. The purpose of 
this study is to describe HIV and AIDS related stigma among undergraduate students 
so that interventions can be fashioned to fight it. Stigma reduction interventions will 
deepen understanding of the disease and ultimately reduce stigmatization including 
courtesy stigma. 
 
2.5 CONTEXTUAL MANIFESTATIONS OF HIV AND AIDS RELATED STIGMA 
 
HIV and AIDS related Stigma and discrimination exists in different contexts and 
sources including educational institutions, health care centers, family settings, work 
and religious places (Nyblade & Carr 2011, Family health International 2008).  
2.5.1 Educational institution Context 
 
Different forms of AIDS-related stigma and discrimination occurs in educational 
institutions across the world. Both children and adults with the disease are affected. 
Family Health International (2008) reported that parents of Children Living with 
HIV/AIDS (CLWHA) had to submit registration application forms several times before 
their children were admitted into the school. Hong et al (2008) discussed extensively 
issues pertaining to HIV transmission noting that even after CLWHA were admitted 
into the schools, teachers constantly feared that they would transmit the virus to the 
other children.Futhehermore, there is also this problem of stigmatization of CLWHA 
by their own class or school mates as reported by Brown-Maughan & Spaull (2014).In 
a study in a Hong Kong University, Huang, Bova, Fennie, Rogers & Williams (2005) 
reported that a third of the students who participated stated that they would avoid 
close contacts with an infected student.” Another study by El-Gadi et al (2008) found 
similar attitudes towards PLWHA among Libyan students. In a Nigeria study 165 
undergraduate students were involved a descriptive survey to determine HIV related 
knowledge, attitude and social distance towards PLWHA, most of the respondents 
(66%) were classified as desiring moderate to severe social distance towards 
PLWHA.   
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 In contrast, only 26% of nursing students in south western Nigeria engaged in high 
discriminatory attitude. Presence of stigma amongst students of high institution was 
further confirmed by a study aimed at assessing attitudes of college students in 
Tanzania towards PLWHA, which concluded that due to high levels of stigmatizing 
attitudes among the students, there was a need for intervention programs such as 
voluntary counselling and testing (VCT) services and  that HIV AND AIDS educational 
programs tailored to colleges students’ needs  would assist in reducing stigma 
towards PLWHA (Maswanya, Brown, & Merriman 2009). 
 
2.5.2 Health care facility Context 
 
People living with HIV AND AIDS are commonly stigmatized in health care settings 
in various ways. They are kept waiting for long time before accessing care (neglected) 
and attention, gossiped about, called names and giving differential treatment by being 
asked to undergo HIV test before care is provided to them. (Tanzania stigma-
indicators field test group 2005). Ogden & Nyblade (2005) posited that there are three 
main drivers of HIV AND AIDS stigma in a health care setting: limited recognition of 
stigma, fear of getting the disease by casual contact, moral judgment and values. 
Limited recognition of stigma occurs when health care workers do not even realize or 
understand that their behaviors and actions are stigmatizing towards people living 
with HIV AND AIDS. Sometimes health care workers out of insufficient knowledge of 
means of transmission fear that they may contract the disease by every day 
interactions with clients in hospital settings. In other situations, health care providers 
hold judgmental attitudes towards PLWHA by blaming them for getting the disease. 
Research works and findings have shown that some health care professionals 
sometimes refuse to provide health care services, admit or seek informed consent 
from PLWHA before testing (Mahendra et al 2006, Ogunjuyigbe, Adeyemi & Obiyan 
2009). Because of the stigma and discrimination, PLWHA often refrain from seeking 
treatment which in turn compromises their well-being. In a Nigeria tertiary level 
hospital, 81% of PLWHA felt uncomfortable attending clinics for treatment.  
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Discrediting attitudes towards HIV positive individuals in health care setting and 
environment is a thing of great concern because it is in health care facilities that 
people living with HIV AND AIDS seek care and treatment to remain healthy and 
others seek information, counselling, testing, and other prevention services (Nyblade 
& Jain 2012). 
2.5.3 Workplace Context 
HIV and AIDS is a major obstacle to job security. However, it is the fundamental 
human rights of all persons to earn a living and to have social participation through 
work. Data from PLWHA stigma index as published by Global Network of People 
Living with HIV (2012) shows that HIV-related stigma and discrimination impede 
access to work through the following ways: obstructing entry to the labor market, 
changing the type of work individuals are allowed to perform, preventing promotion 
to more senior positions triggering people being fired from their job and impeding 
access to adult education and training. Kassile et al (2015) in a study done in 
Tanzania to describe HIV and AIDS related stigma and Discrimination in the 
workplace stated that 13% of the respondents reported existence of some forms of 
discrimination while close to 16% of study participants disclosed the existence of 
complaints on stigma for employees who are affected by HIV and AIDS. Global 
Network of People Living with HIV (2012) reported findings involving PLWHA stigma 
index of nine countries in four regions: Kenya, Nigeria, Zambia (sub-Saharan Africa), 
Estonia and Poland (Eastern Europe), Malaysia and Philippines (Asia) and Argentina 
and Mexico (South America).  
The results of this multi-country study showed that 13% of respondents in Poland to 
40% in Kenya and Zambia reported loss of job or source of income during the 
preceding 12months; 18% 0f respondents in Estonia to 45% in Nigeria had lost their 
job or source of income during the previous 12 months as a result of their HIV status 
alone; 15% of respondents in Malaysia to 45% in Mexico had lost their 
employment/source of income as a result of poor health; 5% of respondents in Mexico 
to 27% in Nigeria were refused the opportunity to work.; 4% of respondents in Estonia 
to 28% in Kenya had had their work changed or had been refused promotion due to 
their HIV status; 8% of respondents in Estonia to 54% in Malaysia reported 
discriminatory reactions from employers once aware of employees once aware of 
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employees HIV status; 5% in Estonia to 54% in Malaysia reported discriminatory 
reactions from co-workers who became aware of their colleagues HIV status.  
 
2.5.4 Family setting context  
 
The importance of family support in the management of people with chronic illnesses 
has long been recognized. Members of the family have potential to improve care 
processes, patient self-management and patient outcomes (Rosland 2009). In 
contrast, accounts and documentary evidences abound of family members 
stigmatizing their HIV positive siblings (Root 2010, Octem 2015). This attitude 
towards infected family members may be explained by the finding that family 
members experience HIV related stigma and discrimination because of their 
association with HIV positive family members and for the fact that stigma is 
associated with bringing shame to the family ,loosing family “face” and damaging 
within family relations(Li ,2008). 
 
2.5.5 Religious Place Context  
 
The role of religious institutions in controlling the spread of HIV and AIDS has been 
found to be two faceted. Although churches are known to have promoted awareness 
about the disease by educating its members on modes of transmission, high risk 
behaviors that increase transmission and responsible and positive behavior, religious 
bodies have also been fingered in the fueling of the stigma of HIV AND AIDS 
(Krakauer & Newbery 2007, Kosomo 2012). Ironson, Stuetzle & Fletcher (2006) found 
an increase in religiosity and spiritualty after HIV diagnosis and slower progression of 
the disease over 4 years’ period in those with HIV. On the other hand, PLWHA are 
regarded by some churches as people who were sinful by destroying their bodies 
which is the temple of God. Because of stigmatization by religious bodies, some 
people have changed church or stopped practicing their religion (Campbell et al 
2011). Madru (2003) posited that HIV is seen as a consequence of sin and immorality 
and that the use of words such as “impure” and “unclean” were commonly applied to 
describe individuals affected by HIV and AIDS.  
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Research conducted by Saki et al (2015) revealed that based on moral values, some 
people arrived at a conclusion that HIV and AIDS is as a result of the promiscuous 
lifestyle of sufferers that is worthy of punishment. When people attribute the disease 
to moral fault, stigma towards PLWHA is made worse (Muturi & An 2010). The study 
subjects in a research conducted by Malawi interaction for AIDS Association revealed 
that PLWHA were not allowed to carry out routine religious activities because of their 
positive HIV status. According to the study, 70% of the respondents reported that they 
were not allowed to preach while 30% said they were denied important church 
positions. 
 
2.6 POLICY RESPONSE TO HIV AND AIDS RELATED STIGMA 
 
Stigmatization and discrimination of HIV positive individuals are clear and unfortunate 
violations of human rights. It undermines effort at curbing the HIV AND AIDS scourge 
by various stake holders. Currently, it is believed that the AIDs epidemic can be ended 
by the year 2030. According to UNAIDS (2014), the world is embarking on a fast track 
strategy to end the AIDS epidemic by 2030. To reach this visionary goals after three 
decades of the most serious epidemic in living memory, countries would need to use 
powerful tools available, hold one another accountable for results and make sure that 
no one is left behind (UNAIDS 2014). A number of benefits were said to be accruable 
from this strategy especially in low and middle income countries including cutting 
down 28 million HIV infections between 2015 and 2030, 21miilion AIDS related 
deaths between 2015 and 20 30, economic return on investment expected to be 15 
times and averting 24 billion of additional costs for HIV treatment. Some of these 
powerful tools needed to achieve these lofty targets are legal instruments and policy 
frameworks. The bedrock of AIDs response is an absolute commitment to protecting 
human rights. (UNAIDS 2014). Policy framework provides for better treatment care 
and support for people living with HIVAIDs Legal instruments and policies are found 
at global and national levels, work places, and institutions of learning. They can drive 
or perpetuate stigma and discrimination depending on how they are used whether in 
a negative or positive sense. When it is used on a negative sense it includes imposing 
laws, rules and policies concerning HIV and people living with HIV and AIDS that 
restrict travel and stay. It also involves enforcement of alienation and compulsory 
testing and reporting one’s HIV status.   
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There are research evidences of segregation in schools and hospitals in countries 
like Malaysia, Singapore and Indonesia. These measures are clear violation of 
fundamental human rights of people living with HIV and AIDS. The outright 
consequence of this is that apparently healthy individuals would not want to access 
HIV preventive service like VCT were HIV testing is done to know status. They may 
fear that positive status will lead to violation of their right and subsequent 
stigmatization and discrimination (Arrey, Bilsen, Lacor & Deschepper 2015). Some 
researchers conducted a descriptive qualitative study that explored the situation and 
human rights of people living with HIV and AIDS in five African countries including 
Lesotho, Malawi, South Africa, Swaziland and Tanzania (Kohi, Makoae, Chirwa, 
Holzemer, Phethu, Uys, Naidoo, Dlamini &Greeff 2006). It was discovered from the 
study that human rights of PLWHA in these countries were violated in many ways 
including denial of access to adequate or no health care services, denial of home 
care, termination and refusal of employment, violation of rights to produce food or 
obtain loan. Additionally, PLWHA were verbally and physically abused. The research 
concluded by advising government and specialized bodies to protect human rights of 
all persons. 
 
On the other hand, many countries are known to have made laws and policies that 
foster access to justice and reduce stigma. In 2007, Vietnam made a law that ensured 
equity for people living with HIV and outlined legal and policy framework for providing 
services in the country (UNAIDS: 2010:3). The Tanzanian government in 2008 
adopted HIV Law that among other things represented a giant step in the national 
response by prohibiting discrimination against HIV positive individuals(USAID,2008). 
Also, recently, the president of Nigeria, one of the countries with high HIV AND AIDS 
burden in the world, signed a new anti-Discrimination bill into law. The HIV anti-
Discrimination Act 2014 made it a criminal offence to discriminate against people 
living with HIV and AIDS. The law was against all forms of discrimination of people 
based on their HIV status including requiring them to take HIV tests as a pre-condition 
for employment or use of services. The UNAIDS Country Director for Nigeria, Bilali 
Camera captured the importance of the law thus: “By signing the anti-discrimination 
bill into law, the Nigerian government has given Nigerians living with HIV a guarantee 
to access justice and to regain human rights and dignity in a society while enjoying 
productive lives.   
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Zero discrimination is the only environment conducive to ending the AIDs epidemic 
by 2030” (UNAIDS 2015).  Human rights are legally guaranteed under international 
human right law. They protect against actions that interfere with fundamental freedom 
and human dignity and support the agency of individuals and population (USAIDS 
2008). These laws will empower people living with HIV AND AIDS to seek redress 
whenever their rights are violated and ultimately reduce HIV AND AIDS related 
stigma.  
 
At educational institutions, like the universities, the provision of positive policies that 
reduce stigmatization of people living with HIV AND AIDS is important. One of such 
policies may have to do with raising university student’s awareness of HIV AND AIDS. 
Increase in knowledge of HIV AND AIDS reduces discriminatory attitudes, which in 
turn causes a drop in the incidence of the disease. Nyblade and Carr (2011:3) 
maintained that lack of awareness and knowledge about HIV AND AIDS drive stigma 
and discrimination. During awareness training programmes in schools, students are 
taught how HIV virus enters the body and results in AIDS, life styles that put persons 
to risk, correct and consistent use of condoms, and faithfulness to one’s partner 
(Healds 2010). Other aspects covered by the training include advising students on 
how to live positively with HIV AND AIDS and the different types of treatment available 
for the disease (Chamisa 2014). Methods of delivering HIV AND AIDS awareness 
training programme varies. Different methods and strategies such as peer education, 
active learning, targeted education, blanket education, presentations, workshops and 
campus road shows (Chamisa 2014). 
 
Evidence, emerging from previous studies supports strongly that there is a negative 
correlation between HIV AND AIDS awareness and discriminatory attitudes of 
individuals towards people living with HIV AND AIDS (Balfour, Corace, Tasca, Best-
Plummer, MacPherson & Cameron 2010; Ouzouni & Nakakis 2012; Mori 2014; 
Masoudnia 2015;). Report from Mori (2014) showed that there was an association 
between knowledge about HIV, transmission routes and more positive attitudes 
towards people affected by HIV AND AIDS. Therefore, making institutional polices 
that raise awareness of individuals on HIV AND AIDS reduces HIV AND AIDS related 
stigma. 
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2.7 CONCLUSION 
 
The effect of stigma and discrimination on PLHIV or those perceived to be positive 
has posed a challenge in HIV prevention efforts. Due to stigma and discrimination in 
the country, some people have failed to access condoms, HIV Testing and 
Counselling (HTC), Prevention of Maternal to Child Transmission (PMTCT), Sexually 
Transmitted Infection (STI) and Post Exposure Prophylaxis (PEP) services. There is 
evidence that some interventions reduce stigma associated with HIV and AIDS. 
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CHAPTER THREE 
RESEARCH METHODOLOGY 
 
3.1 INTRODUCTION 
 
This chapter describes how the study was carried out, detailing the methods, 
procedures and activities involved. It describes the research approach, the design, 
the setting, the population, the sample and sampling techniques, data collection 
procedures, data analysis, and the ethical considerations.  
 
3.2 RESEARCH APPROACH  
 
Quantitative approach was chosen to guide the study. In quantitative approach, the 
researcher collect quantifiable data related to a set of predetermined variables, which 
are analysed according to the research questions (Ogbonna 2014:199). The 
approach is relevant to the study as the researcher intended to generate numerical 
data in order to determine the individual correlates of HIV related stigma using pre-
determined variables.  
 
3.3 RESEARCH DESIGN 
 
The researcher used cross-sectional descriptive design. The researcher collected 
quantitative data on the variables of interest at a single point tatus of the variables of 
interest as they exist and to explore possible association between these variables 
without any manipulation. This is in line with authors (Polit & Beck 2012) who argue 
that cross-sectional descriptive design is not interested in establishing the causal 
relationship between variables. It is used to obtain information concerning the current 
status of the phenomena to describe "what exists" with respect to variables or 
conditions in a situation and to explore the patterns of association between variables 
(McMillan & Schumacher 2014).  
 
The descriptive part of this study assisted in the researcher to address the first two 
objectives of the study (to describe the individual profile of undergraduate students 
and the extent of HIV related stigma among undergraduate students).  
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While the analytical part of the design helped the researcher to address the last 
objective of the study (to explore the relationships between the individual profile of 
the undergraduate students and the levels of HIV related stigma). 
 
3.4 SETTING AND POPULATION OF THE STUDY 
 
The study was conducted at a public university situated in a sub-urban town in Edo 
State, South of Nigeria. The university comprises one academic teaching hospital 
and eleven faculties (Education, Management Sciences, Social Science, Arts, Law, 
Clinical Sciences, Basic Medical Sciences, Engineering & Technology, Natural 
Sciences, Agriculture, and Environmental Studies) with about 20,000 students’ 
population.  
 
The target population for this study constituted of all the undergraduate students 
registered with the eleven faculties. The undergraduate students’ population for the 
eleven faculties was estimated at 16,000.  
 
3.5 SAMPLE AND SAMPLING TECHNIQUE  
 
Sampling is the process of obtaining the sample from the study or total population 
while a sample is part of a population selected for the study (Bamgboye 2013:71). 
Sampling is an indispensable technique of research because study of the total 
population is not possible due to practical limitations of cost, time, feasibility, 
personnel and accuracy of results (Bamgboye 2013:71). However, a sample should 
be adequate in order to allow for conclusions drawn from findings to be generalised 
to the target population. When the sample is smaller than what it should be, the 
findings cannot be generalised. In another hand, when the sample size is too large 
resources are wastefully expended (Ogbonna 2014:226). 
 
In this study, the researcher employed a simple random sampling technique to select 
the participants. In simple random sampling, participants are chosen randomly and 
entirely by chance, so that each individual has the same probability of being chosen 
at any stage during the sampling process, and each subset of the sampling frame 
has the same probability of being chosen for the sample (Bryman 2012:201). 
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The researcher compiled a sampling frame which consisted of an alphabetical list of 
the 10,000 registered students with full contact addresses including telephone 
numbers. To ensure the adequacy of the sample size, the researcher used the 
formula proposed by Joubert and Ehrlich (Joubert & Ehrlich 2007:347). This formula 
is described as n=z2pq/d2; where n = the desired sample size (when population is 
greater than 10,000); Z=the standard normal deviate, usually set at 1.96 which 
corresponds to 95% confidence level; P=the proportion in the target population 
estimated to have a particular characteristic. If there is no reasonable estimate, then 
use 50% (i.e.; 0.50); q =1-p; d= degree of accuracy usually set at 0.05. In this study, 
the proportion of the target population was within certain characteristics giving an 
estimate of 0.05, the z statistics at 1.96 with the desired accuracy of 0.05 which brings 
to the minimum sample size of: n = (1.96)2 (0.50) (0.50/ (0.05)2 = 384. The researcher 
assumed a response rate of 95% leading to the adjustment of the sample size to 404 
(384/0.95) to allow for incomplete or non-response. The researcher selected every 
10th student from the sampling frame and telephonically contacted every selected 
student requesting if she/he will be willing to participate in the study. This process 
continued until the researcher reached the required sample size.  
3.6 DATA COLLECTION 
3.6.1 Data collection process  
Data were collected over twenty-two days. The questionnaires were posted to the 
participants with instructions to drop the completed questionnaires in sealed boxes 
which were made available at the entrance of the departments. Participants were 
given one week to return the questionnaire. To enhance the response rate, the 
researcher made follow-up calls three days after the mailing of the questionnaires.  
3.6.2 Data collection instrument 
 
The researcher used a self-administered questionnaire as an instrument for this 
study. This questionnaire was designed by the researcher based on the conceptual 
framework and the review of literature. It was divided into two sections (see Appendix 
1). A consent form was attached to each questionnaire (see Appendix 2). 
The first section of the questionnaire focused on the individual profile of the 
participants.   
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It included close and open-ended questions on age, sex, marital status, religion, 
ethnicity, academic programme and level, and exposure to HIV and AIDS awareness 
programmes.  
 
The second section of the questionnaire focused on the HIV related stigma. It 
contained fifteen items (positive and negative statements) with five points Likert Scale 
ranging from strongly agree to strongly disagree. Seven items were related to fear 
and eight items to social judgment. Likert scales are attitude scales in which 
respondents are asked to choose between several responses categories indicating 
various strengths of agreement and disagreements rather than ask them to decide 
whether they agree or disagree with a statement (Ogbonna 2014:232).  
 
3.6.3 Validity and Reliability of the instrument 
 
Validity is a quality criterion referring to the degree to which inferences made in the 
study are accurate and well founded (Polit & Beck 2012). Validity is divided into 
different types including internal validity, external validity, face validity, consensual 
validity, criterion validity, predictive validity; construct validity and content validity 
(Araoye 2004:150-153). In this study, the internal validity was enhanced by the use 
of Joubert and Ehrlich (2007:347) formula to calculate the required sample size from 
the target population. Construct validity was ensured by the use of the conceptual 
framework and literature in the design of the questionnaire. Face validity was 
maintained by the use of simple English to avoid any ambiguity.  
 
Reliability is the extent to which similar information is obtained when a measurement 
is performed more than once (Araoye 2012:154). The questionnaire was reviewed by 
the two supervisors who approved its contents and structure. It was also administered 
to 10 undergraduate students before the study to assess the friendliness. All of them 
indicated that the questionnaire was user-friendly. Furthermore, the questionnaire 
had a Cronbach’s alpha of 0.754. 
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3.7 DATA MANAGEMENT AND ANALYSIS 
 
The researcher scrutinized each returned questionnaire to ascertain whether all 
questions were answered as expected. The Statistical Package for the Social 
Sciences (SPSS Version 21) was used for data capturing, editing and analysis. 
Summary descriptive statistics were conducted to describe and summarize data. The 
frequency tables and percentage distribution were used to describe the status of the 
variables. The five points Likert Scale measuring the HIV related stigma was 
converted to scores in order to establish the level of stigma. Scores of 4 to 0 were 
given to positive items and 0 to 4 to negative items. The total score for the scale was 
60. Cross tabulations and measures of associations were used to establish the 
strengths of association between dependent and independent variables (chi-square, 
fishers exact T-test). All Pearson chi-square analysis tables contained cells with 
expected count of less than 5. Thus, Fisher's Exact Test was used to conclude the 
association. The relationship was deemed significant if p < 0.05.  
 
3.8 ETHICAL CONSIDERATIONS 
 
Domain specific ethical issues involved in this research is not different from the four 
universally accepted moral principles which are respect for persons, beneficence, 
non-maleficence and justice.The study was conducted within these universal ethical 
principles and the ethics guidelines for postgraduate research prescribed by the 
University of South Africa. Data collection was only done after the approval of the 
Higher Degree Committee of the Department of Health Studies (see Appendix 3) and 
permission from the university Management (see Appendix 4). Participation to the 
study was voluntary and the researcher ensured that the participants were fully 
informed about the study. Participants were requested to sign a consent form which 
was attached to the questionnaire (see Appendix 2). The consent form contained 
information about the purpose and the scope of the study, the participants’ benefits 
for participating in the study and their right to withdraw if they so wished. Each 
participant was requested to sign the attached consent form and return it with the 
completed questionnaire. The designed questionnaires did contain any information 
that could be traced back to the participants. The returned questionnaires were locked 
away by the researcher.   
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No individual names or identifier mechanisms was used in this report. During this 
study, there was no discrimination on the basis of age, gender, socioeconomic status, 
religion or ethnicity.  
 
3.9 CONCLUSION  
 
The third chapter described the methodology followed by the researcher to address 
the research objectives. It provided the rational and motivation for the selected 
approach. It also examined how data were processed in the study and how the ethical 
principles were observed. In the next chapter the results of the main findings are 
presented. 
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CHAPTER FOUR 
PRESENTATION OF THE RESULTS  
 
4.1 INTRODUCTION 
 
The study was conducted with the purpose of determining the individual correlates of 
HIV related Stigma among undergraduate students at a public university in Nigeria. 
In order to address the above purpose, the researcher started by describing the 
facilitators of HIV related stigma among undergraduate students and their behaviours 
towards people living with HIV. The final results was obtained by exploring the 
relationships between the facilitators of HIV related stigma and the behaviours toward 
people living with HIV. 
In this chapter the main results of the findings are structured according to the above 
objectives. It is divided into three main sections. The first section presents the 
facilitators of HIV related stigma. The second section deals with the behaviours 
towards people living with HIV. The third section looks at the relationships between 
the facilitators of HIV related stigma and the behaviours toward people living with HIV. 
A conclusion is provided at the end of the chapter.     
 
It is important to note that a total of 391 (97%) out of 404 distributed questionnaires 
were returned and considered for analysis. This high response rate can be attributed 
to the interest of the participants to the subject or the follow-up strategies used during 
data collection.  
 
4.2 FACILITATORS OF HIV RELATED STIGMA  
 
In this study, the facilitators of HIV related stigma referred to the respondents’ 
sociodemographic variables and their knowledge about HIV. Table 1 and 2 provide 
the frequency distribution of the results.  
4.2.1 Socio-demographic variables  
The socio-demographic variables included sex, marital status, religion, and ethnicity, 
type of academic programme, and level of study. As shown in Table 1, of the 391 
respondents, 261(67.0%) were between 20 – 24 years old, 207 (53.0%) were males, 
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356 (91.1%) were singles, 302 (77.2%) were Christians, 126 (32.2%) were of Esan 
ethnic group with an equal number belonging to other ethnic groups. Of the 391 
respondents, 293(74.9%) were from non-clinical programmes and 247(63.2%) were 
in the first two years of their studies. The distribution of the respondents in terms of 
sex, religion and ethnicity reflects the general demographic distribution of the Edo 
State.  
Table 1: Frequency distribution of socio-demographic variables (N=391) 
Variables Frequency Percentage (%)
 
Age in years 
 
20-24 
25-29 
30-34 
35-39 
40-44 
45-49 
262 
100 
23 
2 
3 
1 
67.0% 
25.5% 
6.0% 
0.5% 
0.7% 
0.3% 
Sex 
 
Male 
Female 
207 
184 
53.0% 
47.0% 
Marital status 
 
Single 
Married 
Separated/Widow 
356 
33 
2 
91.1% 
8.4% 
0.5% 
Religion 
 
Christians 
Muslims 
Others   
302 
81 
8 
77.2% 
20.8% 
2.0% 
Ethnic Group 
 
Esan 
Igbo 
Yoruba 
Bini 
Others 
126 
66 
42 
31 
126 
32.2% 
16.9% 
10.7% 
7.9% 
32.2% 
Type of academic 
programme 
Clinical  
Non-clinical 
98 
293 
25.1% 
74.9% 
Level of study  
 
First 2 years 
Third to Sixth Year 
247 
144 
63.2% 
36.8% 
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4.2.1 Knowledge about HIV 
 
Knowledge about HIV was assessed in terms of the respondents’ awareness of the 
HIV related activities available on campus, participation to HIV and AIDS awareness 
campaign in the last six months, and attendance of any training on HIV and AIDS in 
the past six months.  
 
As indicated in Table 2, of the 391 respondents, 293 (74.9%) were not aware of the 
HIV related activities available on campus, 293 (74.9%) did not participate in any HIV 
and AIDS awareness campaign in the past six months, and 361 (92.2%) did not 
attend any forms of HIV and AIDS training in the past six months. Of the 30 
respondents who participated in HIV and AIDS related training, 16 (51.7%) were 
trained on physical features and treatment aspects of HIV and AIDS, 12 (38.7%) on 
HIV prevention and 3 (9.7%) on HIV and AIDS related stigma. All 30 were undertaking 
clinical programmes.  
 
Table 2: Frequency distribution of the knowledge about HIV (N=391) 
Variables Frequency & 
Percentage (%) 
Yes No 
Knowledge about the availability of HIV related 
activities on campus: 
98  
(25.1%) 
293 
(74.9%) 
Participation to HIV and AIDS awareness 
campaign in the past six months: 
98  
(25.1%) 
293 
(74.9%) 
Attendance of any forms of HIV and AIDS training 
in the past six months: 
30 
(7.7%) 
361  
(92.3%) 
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4.3 BEHAVIOURS TOWARD PEOPLE LIVING WITH HIV  
A total of fifteen statements with 5 points Likert Scale were used to generate data 
regarding the respondents’ behaviours toward people living with HIV and AIDS. 
Seven of these statements were related to fear and eight to social judgment toward 
people living with HIV. The fifteen statements were analysed as multiple response 
questions. Furthermore, the 5 points Likert Scale were reduced to 3 points. Strongly 
disagree and disagree were analysed as disagree while strongly agree and agree 
were analysed as agree. Table 3 and 4 provide the frequency distribution of the 
results. Seven statements were related to fear toward people living with HIV (Table 
3) and eight statements to social judgment (Table 4).  
 
4.3.1 Fear towards people living with HIV and AIDS 
 
As indicated in Table 3, the proportion of undecided respondents’ for the seven 
statements ranged from 27 (6.9%) to 75 (19.0%) for being afraid of sharing eating 
utensils with a person living with HIV (item 5) and being afraid of buying food from a 
person living with HIV (item 7) respectively.  
 
The proportion of the respondents who expressed fear toward people living with HIV 
(agreed with the proposed statements) ranged from 52 (13.3%) to 195 (50.0%) for 
being afraid of sharing the same classroom with a person living with HIV (item 5) and 
being afraid of buying food from a person living with HIV (item 7) respectively.  
 
The proportion of the respondents who did not express fear toward people living with 
HIV (disagreed with the proposed statements) ranged from 121 (31.0%) to  291 
(74.4%) for being afraid of buying food from a person living with HIV (item 7) and 
being afraid of sharing a classroom with people living with HIV (item 1) respectively.   
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Table 3: Frequency distribution of fear towards PLWH (N=391) 
# Items  Frequency (%) 
Agree Undecided Disagree 
1 I am afraid to share the same 
classroom with a person living with 
HIV  
52 
(13.3%) 
48 
(12.3%) 
291 
(74.4%) 
2 I am afraid to share the same toilet 
with a person living with HIV  
76 
(19.4%) 
54 
(13.8%) 
261 
(66.8%) 
3 I am afraid to maintain the friendship 
with my friend living with HIV 
94 
(24.0%) 
54 
(13.8%) 
243 
(62.2%) 
4 I am afraid to invite a friend living  
with HIV to my party  
107 
(27.0%) 
46 
(12.0%) 
238 
(61.0%) 
5 I am afraid to share eating utensils 
with a person living with HIV   
121  
(31.0%) 
27 
(6.9%) 
243 
(62.1%) 
6 I am afraid to sleep in the same room 
with a person living with HIV  
193 
(49.4%) 
49 
(12.5%) 
149 
(38.1%) 
7 I am afraid to buy food from a person 
living with HIV 
195 
(50.0%) 
75 
(19.0%) 
121 
(31.0%) 
 
4.3.2 Social judgment toward people living with HIV  
 
The results in Table 4 showed that the proportion of undecided respondents’ for the 
eight statements ranged from 23 (6.0%) to116 (30.0%) for not allowing HIV positive 
students to participate in the sporting events with HIV negative students (item 1)  and 
for believing that people living with HIV were promiscuous(item 8) respectively.  
 
The proportion of the respondents who agreed with the proposed statements ranged 
from 43 (11.0%) to 97 (25.0%) for not allowing HIV positive students to participate in 
the sporting events with HIV negative students (item 1)  and for believing that people 
living with HIV were promiscuous (item 8) respectively.   
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The proportion of the respondents who disagreed with the proposed statements 
varied from 178 (45.0%) for believing that people living HIV and AIDS were 
promiscuous (item 8) to 325 (83.0%) for not allowing HIV positive students to 
participate in the sporting events with HIV negative students (item 1) respectively.  
 
Table 4: Frequency distribution of social judgment toward PLWH (N=391) 
# Items  Frequency (%) 
Agree Undecided Disagree 
1 HIV positive students should not be 
allowed to participate in the sporting 
events with HIV negative students  
43 
(11.0%) 
23 
(6.0%) 
325 
(83.0%) 
2 HIV positive children and students 
should not be allowed to study  
48 
(12.0%) 
35 
(9.0%) 
308 
(79.0%) 
3 Persons with HIV and AIDS deserve 
what they got 
58 
(15.0%) 
45 
(12.0%) 
285 
(73.0%) 
4 People with HIV and AIDS should be 
banned from getting married  
60 
(15.0%) 
47 
(12.0%) 
286 
(73.0%) 
5 People with HIV and AIDS should be 
ashamed of themselves 
71 
(18.1%) 
30 
(7.7%) 
290 
(74.2%) 
6 People living with HIV and AIDS 
should be blamed 
75 
(19.2) 
48 
(12.3%) 
268 
(68.5%) 
7 HIV and AIDSs is a punishment from 
God for bad behaviour 
83 
(21.0%) 
54 
(14.0%) 
254 
(65.0%) 
8 People with HIV and AIDS were 
promiscuous 
97 
(25.0%) 
116 
(30.0%) 
178 
(45.0) % 
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4.4 INDIVIDUAL CORRELATES OF HIV RELATED STIGMA  
In order to establish the individual correlates of HIV related stigma, the researcher 
started by changing all the correct statements into positive statements. The 5 points 
Likert scale were translated to scores. The score of zero was given to undecided, 
while the scores of 3 and 4 were given to agree and strongly agree respectively, 
strongly disagree and disagree were given the score of 1 and 2 respectively. The 
maximum score was 60 points with 30 as a mid-point. The score of 30 and less was 
equated to stigmatising behaviour.  In general, 272(69.6%) of respondents scored 30 
or less (meaning that they expressed stigmatising behaviours toward people living 
with HIV) and 119 (30.4%) scored above 30 points (meaning that they did not 
expressed stigmatising behaviours toward people living with HIV).   
Thereafter, the researcher used the binary logistic regression to model the 
relationships between the measurement variables of the facilitators of stigma and the 
score of the stigmatising behaviours. The relationship was deemed significant at the 
P-value of < 0.05. Only significant results are reported in this section. Table 5 provides 
the results of the binary logistic regression analysis.  
With regard to the relationships between the socio-demographic variables and HIV 
stigma, Table 5 showed that four variables (ethnicity, religion affiliation, type of 
programme, and the level of study)  were significantly associated with HIV related 
stigma score with P-value of 0.007; 0.0001; 0.0001 and 0.0001 respectively ( all 
<0.005).  
In terms of the mean score and standard deviation of HIV related stigma, students of 
Yoruba ethnic group were more likely to display stigma against PLWH than students 
of other ethnic groups with a mean score of 34.85 and a SD of 8.475. Students of 
Christian affiliation were less likely to display stigma against PLWH than others with 
a mean attitude score of 40.15 and a SD of 8.757. Students doing non-clinical 
sciences were more likely to display stigma against PLWH than those doing clinical 
sciences with a mean score of 37.57 and a SD of 8.372. Students in the first two 
years of studies were more likely to display stigma against PLWH than those with 
more than two years of studies with a mean score of 37.84 and a SD of 8.112. 
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Table 5: Binary analysis of the socio-demographic variables and stigma 
Variables HIV related stigma 
Mean 
Score  
Standard 
Deviation 
T-test P-value 
Age in years: 
 20-24 
 >24 
 
38.85 
39.62 
 
8.528 
8.970 
0.686 0.408 
Sex: 
 Male 
 Female 
 
39.64 
38.50 
 
8.551 
8.791 
1.679 0.196 
Marital status: 
 Single 
 Married 
 Separated/Widow 
 
39.25 
37.39 
49.00 
 
8.646 
8.955 
 
1.010 0.388 
Religion: 
 Christians 
 Muslims 
 Others   
 
40.15 
35.60 
34. 88 
 
8.757 
6.833 
12,241 
10.211 0.0001 
Ethnic Group: 
 Esan 
 Igbo 
 Yoruba 
 Bini 
 Others 
 
39.91 
39.71 
34.85 
41.32 
38.78 
 
8.573 
8.112 
8.475 
7.523 
9.062 
3.561 0.007 
Type of academic programme: 
 Clinical  
 Non-clinical  
 
43.68 
37.57 
 
7.943 
8.372 
40.161 0.0001 
Level of study:  
 First 2 years 
 Third to Sixth Year 
 
37.84 
41.27 
 
8.112 
9.188 
14.755 0.0001 
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With regard to the relationships between knowledge about HIV and HIV stigma, Table 
6 showed that there is no significant association between availability of HIV and AIDS 
awareness program and stigma mean score. The mean score of those who answered 
yes was 40 while that of students who said NO was 39.01.Turning to Attending HIV 
and AIDS campaign in the last six months those who had not attended any campaign 
were less likely to stigmatize than those who said they had attended. However when 
respondents who replied NO to attending campaign were stratified into Clinical faculty 
and Non-clinical faculties, undergraduate students from clinical faculty were less likely 
to stigmatize people who were HIV positive than study subjects from non-clinical 
faculties. Analyzed data did not show any significant association between completing 
training in any aspect of HIV and AIDS and stigma mean score. 
Table 6: Binary analysis of the knowledge about HIV and stigma 
Variables HIV related stigma 
Mean Score  Standard 
Deviation 
T-test P-value 
Awareness of available 
HIV and AIDS activities on 
campus: 
 Yes 
 No 
 
 
40.00 
39.01 
 
 
7.826 
8.763 
0.450 0.503  
 
Participation to HIV and 
AIDS awareness campaign 
in the past six months: 
 Yes 
 No 
 
 
 
35.03 
39.54 
 
 
 
7.402 
8.694 
9.500   0.002 
Attendance of HIV and 
AIDS Training in the past 
six months: 
 Yes 
 No 
 
 
38.17 
39.18 
 
 
8.272 
8.711 
0.378   0.539 
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CHAPTER FIVE 
DISCUSSION, RECOMMENDATIONS, LIMITATIONS AND CONCLUSION   
 
5.1 DISCUSSION 
 
The study examined the HIV related stigma among undergraduate students at a 
university in Nigeria. In general, the results showed that the majority of students 
(n=272, 69.6%) display stigma against PLWH. These results differ from the study 
done by Lalo et al (2015:57) which showed that 53% of students did not display 
stigma against PLWH.  Similarly, Edet et al (2012:49) in their research about attitudes 
of students towards HIV positive persons reported that 66% of respondents had 
favorable attitudes towards People living with HIV and AIDS.  
Furthermore, this study showed that most students were not knowledgeable about 
HIV related issues. The majority of them were not aware of the HIV and AIDS 
activities available on campus (74.9%), did not participate in any HIV awareness 
campaign in the past six months (74.9%) and did not attend any HIV and AIDs training 
(92.3%) in the past six months. These figures were far lower than the findings from 
studies conducted at Benson Idahosa University, Nigeria (Omage 2013:316) and 
University of Fort Hare (Chamisa 2014:160),South Africa which showed that a large 
proportion of students were knowledgeable about HIV related issues. In the Nigeria 
study, 36% % of respondents agreed to have attended seminars on HIV and AIDS 
while 60.8% had a subject where they learnt about HIV and AIDS. In the University 
of Fort Hare study, 50% of sample respondents agreed to have attended HIV and 
AIDS awareness programme in the past. 
When items that denote fear towards PLHIV were considered (Table 3), the study 
revealed that roughly half (49.4%) expressed unreasonable fear by being afraid of 
sleeping in the same room with a person living with HIV while just above one-fifth 
(24%) of subjects responded in the affirmative regarding the attitude item that states: 
“I am afraid to willingly and freely care for my friend with HIV”. The result of this study 
regarding proportion of respondents who frowned at the idea of sleeping in the same 
room with somebody with HIV was far higher than what Lalo et al (2015:64) got in 
their study for similar item(26.8%).  
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Lui, Sarangapany, Begley, Coote & Kishore (2014:6) reported lower percentage 
(19.8%) compared to the findings of this research of sample respondents rejecting a 
statement that they would freely care for a friend or relative who came down with 
HIV/AIDS. Lalo et al (2015:64) however reported that a slightly higher proportion, 
24.72% did not like the idea of caring for a friend with HIV.  
The results indicated that 31% of study subjects agreed that they had problem sharing 
eating utensils with someone who is HIV positive. When this result was compared 
with studies done by Lalo et al (2015:64) and Lui et al (2014:6) that used similar 
statement as above, lower percentages of 16.95%(roughly half) and 22% respectively 
were found for participants who were not at ease with sharing eating utensils with a 
person living with HIV.A strikingly high proportion of study subjects 49.8%( roughly 
half) preferred not to buy food from a vendor who was living with HIV/AIDS. 
Comparing this finding to the results of a study done in Fiji Island (Lui et al 2014:6) 
among medical and nursing students to assess their attitudes towards people living 
with HIV/AIDS a lower value, 20.5% of respondents said they would not buy food 
from a HIV positive food vendor .The lower figure gotten from the Fuji students 
compared to the result of index research regarding  statement on buying food from a 
HIV positive food seller may be due to the fact that the Fuji  student participants were  
entirely made up of medical and nursing students while the current study respondents 
were drawn from different departments and faculties. Medical and nursing students 
have a better knowledge of how HIV is transmitted than students from other areas of 
study and so less likely to have fear of infection from mere buying of food from a HIV 
positive food vendor. A study done in China (Albrektsson, Alm, Tan, & Andersson 
2009:55) showed that Chinese medical students and foreign medical students had 
better knowledge of HIV/AIDS including routes of infection than non-medical 
students. 
Regarding social judgment towards PLHIV, as seen on Table 4, the highest 
proportion of respondents believed that PLHIV were promiscuous (25%).This was 
followed by slightly above one-fifth (21%) of subjects who were convinced that HIV 
and AIDS was a punishment from God for wrong doing. Lui et al 2014:6 reported 
higher percentage of participants (30.9%) accepting that HIV/AIDS was a punishment 
from God for wrong doing.  
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When asked question such as whether HIV/AIDS is a penalty for indulging in immoral 
lifestyle, a significant proportion of respondents (67%) in a study carried out in South 
Africa (Van Dyk & Van Dyk 2007) did note with the statement that “HIV is God’s 
directive for sinners. The South African research unveiled a population with very low 
level of judgmental attitude which enhances efforts aimed at reducing stigmatization 
of PLHIV. 
 
The results regarding the association between socio demographic factors and 
university student’s attitude towards people who are HIV positive is very revealing. 
From the table, it can be seen that there is no statistically significant association 
between age (p-value =0.408>0.05 t-test), sex (p-value= 0.196>0.05 t-test) or marital 
status (p-value= 0.388>0.05 t-test) of research respondents and the attitudes of 
respondents involved in this study. Results of previous studies (Rampal et al 
2011:130, Bamidele et al 2012:49, Lalo et al 2015:68) conducted in Nigeria and 
elsewhere were consistent with the findings of this research regarding age, sex or 
marital status. Some other similar studies that showed change of discriminatory and 
stigmatizing attitude with age but were however inconsistent. On the one hand, 
Hossain and Kippax (2011:177) and Masoudnia (2015:120) reported that older 
persons had more negative attitudes towards PLHIV while on the other hand Dahlui 
et al (2015:7) stated that younger persons tended to be more negative in attitude than 
older persons. In like manner, while Masoudnia (2015:121) reported males having 
less stigmatizing attitude than females, Dahlui et al (2015:5) found that female 
participants showed more positive attitudes towards HIV positive persons than their 
male counterparts. 
 
The remaining socio-demographic variables such as tribe (p-value= 0.007<0.05) 
religion (p-value=0.0001<0.05 t-test), faculty (p-value=0.0001<0.05 t-test) and level 
of study (p-value=0.0001<0.05 t-test) were found to be statistically significantly 
associated with attitudes of students who participated in the study. Students from 
clinical faculties were less likely to stigmatize than those from non-clinical faculties. 
This can be understood from the fact the HIV discourse belong to clinical studies 
much more than other areas of study. So students from clinical faculties have a higher 
chance of being aware of HIV/AIDS than those from non-clinical faculties. Results of 
other studies however contradicts the findings of this present study.  
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Mulu, Abera & Yimer (2014:81) did not find any significant association between tribe 
(ethnicity), religion and discriminatory or stigmatizing tendencies of study participants. 
Furthermore, the work of Maimaiti, Shamsuddin, Abdurahim, Tohti & Maimaiti 
(2010:55) did not demonstrate any significant difference between the stigmatizing 
behaviors of medical and non-medical students. In contrast ,many previous 
researches (Mulu et al 2014:84, Gandhi, Dharmalingam, Poreddi, & Chandra  
2015:25) were consistent with the finding of this study that the higher the level of 
study, the more positive attitudes students hold towards HIV positive individuals. A 
possible explanation for this is that the higher the level of study of students, the more 
knowledgeable they are (including acquiring knowledge in HIV/AIDS), then the less 
discriminatory they would be towards PLHIV. This reasoning is corroborated by a 
study carried out at a Chinese university which revealed that students in the final year 
of study had more and better knowledge regarding HIV/AIDS than the first year 
students (Maimaiti et al 2010:55). 
 
The results showed no significant association between awareness of HIV related 
activities on campus and HIV related stigma. This is not surprising because having 
knowledge of presence of such programme does not necessarily translate to being 
part of it and knowing what it is all about. It is participating in the programme and 
gaining knowledge about HIV/AIDS that may have impact on stigmatizing attitudes of 
individuals by increasing HIV/AIDS knowledge base of such persons (Messer , 
Pence, Whetten , Whetten ,Thielman , O’Donnell  & Ostermann 2010:5, Thanavanh, 
Harun-Or-Rashid, Kasuya, Sakamoto 2013:1). 
 
However, It is very clear that there is a significant association (p-value of 0.002 <0.05 
t-test) between attending HIV and AIDS programme or not attending and HIV related 
stigma. This association was surprisingly in favour of those who said “NO” as shown 
by the mean stigma score of 35.03 (YES) and 39.54(NO) This means that those who 
answered in the negative were less likely to stigmatize PLHIV than those who 
answered in the affirmative. This finding is in contrast with the results of many 
researches ((Badahdah 2010:389, Balfour et al 2010:886, Ouzouni & Nakakis 2012 
:129,  Mori 2014; Masoudnia 2015:119) which stated a negative correlation between 
HIV/AIDS awareness or knowledge and discriminatory attitudes of individuals 
towards PLHIV.  
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5.2 RECOMMENDATIONS 
 
Having stated and noted the findings of this study, the following recommendations 
are helpful: 
 Governments at all levels and heads of tertiary level institutions of learning in 
Nigeria should work together to formulate and implement policies that will 
improve HIV and AIDS awareness among university students. Students should 
also be encouraged to participate in programmes from such policies. 
 There is a need for government of Nigeria to conduct a large scale national 
study involving many universities. 
5.3 LIMITATIONS 
 
The current study is limited by certain factors. The researcher employed cross-
sectional design and used small sample size. There may also be issue with validity 
of self-report and the validation of the questionnaire on face value. Finally, the study 
made use of nonrandom convenience sampling method and was restricted to only 
one university. Therefore, findings from the index research work cannot be 
generalized to other undergraduate student populations in other Nigerian universities. 
Future research may include larger sample of undergraduate students pooled from 
more tertiary level institutions in Nigeria to improve generalizability. 
5.4 CONCLUSION 
 
This study attempted to unveil and describe HIV/AIDS related stigmatizing attitude 
among undergraduate university students in Nigeria. The results of the research 
suggest that discriminatory and negatives attitudes against people living with 
HIV/AIDS are quite prevalent in Nigeria universities and that Nigerian undergraduate 
students are not sufficiently aware of HIV/AIDS. It is therefore important for 
governments at all levels and managers of institutions of higher learning to implement 
strategies that will enhance HIV/AIDS awareness among young people at tertiary 
level educational institutions in Nigeria. Increase in HIV/AIDS awareness is expected 
to reduce stigmatization and this would in turn decrease the spread of HIV/AIDS. 
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APPENDIX 1: DATA COLLECTION INSTRUMENTS 
 
Questionnaire No:__________ (for office use) 
Introduction: This questionnaire consists of THREE sections. The first section seeks 
information regarding socio-demographic data. The second and third sections seek 
information about knowledge and behaviour related to HIV related stigma 
respectively.  
Please,  
 Complete each question independently  
 Please do not discuss the questions with a fellow student 
 Remember, the answer must reflect your personal understanding or views 
 Do not write your names into the questionnaire 
 Kindly drop the completed questionnaire in the drop box provided at the 
entrance of your department 
 The completion of this questionnaire will not take you more than 45 minutes. 
 
 
SECTION I:  SOCIO-DEMOGRAPHIC DATA 
 
Note: Please answer by placing a cross (X) or entering the answer in the space 
provided where applicable. 
 
Questions Answer  Office use only 
1. Your age in years   
2. Your sex   
3. Your marital status   
4. Your religion    
5. Your ethnic group   
6. What academic department are you 
registered with 
  
7. Your current level of study (eg 1st year)   
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SECTION II:  KNOWLEDGE ABOUT HIV 
 
Questions Answer 
Yes No 
1. Are you aware of the HIV related activities on campus?   
2. In the past six months, have you participated in any HIV 
and AIDS awareness campaign? 
  
3. In the past six months, have you attended any forms of 
HIV and AIDS training? 
  
 
 
 
 
SECTION III: BEHAVIOUR TOWARDS HIV and AIDS  
 
The statements below are related to your personal understanding or views on 
HIV and AIDS related stigma. Please, rate each statement using the scale 
provided against the statement. The scale consists of 5 points ranging from 
strongly disagree to strongly agree. Each statement must be evaluated by placing 
a cross (x) under the point which best represents your view.  
SD: strongly disagree; D: disagree; Ud: undecided; A: agree; SA: strongly agree 
# Items  Your views  
SD D Ud A SA 
1 I am afraid to share the same classroom with a person living 
with HIV  
     
2 I am afraid to share the same toilet with a person living with 
HIV  
     
3 I am afraid to maintain the friendship with my friend living 
with HIV 
     
4 I am afraid to invite a friend living  with HIV to my party       
5 I am afraid to share eating utensils with a person living with 
HIV   
     
6 I am afraid to sleep in the same room with a person living 
with HIV  
     
7 I am afraid to buy food from a person living with HIV      
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8 HIV positive students should not be allowed to participate in 
the sporting events with HIV negative students  
     
9 HIV positive children and students should not be allowed to 
study  
     
10 Persons with HIV and AIDS deserve what they got      
11 People with HIV and AIDS should be banned from getting 
married  
     
12 People with HIV and AIDS should be ashamed of 
themselves 
     
13 People living with HIV and AIDS should be blamed      
14 HIV and AIDSs is a punishment from God for bad behaviour      
15 People with HIV and AIDS were promiscuous      
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APPENDIX 2: UNISA ETHICAL CLEARANCE 
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APPENDIX 3: NHRSC ETHICAL CLEARANCE 
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APPENDIX 4: PARTICIPANT INFORMED CONSENT FORM 
 
Research project entitled: HIV and AIDS related stigma among undergraduate 
students at a university in Nigeria  
Dear Participant,  
My name is    Ogbureke Chidiebere Kalu, I am a conducting a study as part of my 
study toward the degree of master’s in public health with the University of South 
Africa. The study is being conducted under the supervision of Dr FS Mfidi and Prof M 
Ganga-Limando of the Department of Health Studies.  
 
You have been chosen to participate in this study as a student at this university. More 
than 400 students will be participating in this study.  The purpose of this study is to 
determine the individual factors associated with HIV related Stigma among 
undergraduate students. 
 
Participation in this study is strictly voluntary and failure to volunteer will not result in 
any disciplinary action against you. Your answers are anonymous. Your name will not 
be written on the questionnaires. Your names will never be used in connection with 
any of the information you tell us. You do not have to answer any questions that you 
do not want to answer. You may withdraw from this study at any point. However, your 
honest answers to these questions will help us better understand the individual 
factors associated with HIV related stigma among students.  
 
We would greatly appreciate your help in responding to this survey. The 
Questionnaire may take about 30 minutes to complete.  
 
Participating in this study may not benefit you directly, however potential  benefit for 
participating  in this  study is  personal  satisfaction that the information  provided will 
help  us  and  the  rest  of  the university management to understand  the  determinants   
of  HIV related stigma at our campus. 
 
If you have any questions about this study, please contact : 
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Dr Dr   Ogbureke   Chidiebere   Kalu ; Cellphone: +23408034710580 or Dr FH Mfidi 
(supervisor) on +27124296731  
Please sign the attached consent and return it with the completed questionnaire at 
the box place at the entrance of your department. 
 
CONSENT FORM 
 
I have read the foregoing information. I consent voluntarily to participate as a 
respondent in this research. 
 
Print Name of Participant__________________      
Signature of Participant ___________________ 
Date ___________________________ 
 Day/month/year    
 
 
 
 
 
 
 
 
